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ABSTRACT 


OBJECTIVE: To detect the prevalence of physical co-morbidities according to International 
Classification of Diseases(ICD-10) among patients with Depressive disorder. 

DESIGN: Descriptive cross sectional study. 

SETTING: Psychiatric consultation clinic of JPMC Karachi. 

METHODS: Patients of either gender and age >18 years were consecutively selected after 
informed consent, Ethical issues were addressed according to Institutional Review Board (IRB), 
JPMC, Karachi. Patients with psychotic symptoms, personality disorders, dementia, and history 
of substance use were excluded. ICD-10 criteria, beside complete history, physical examination 
& lab investigations were used to confirm the diagnosis of depression and physical co-morbid. 
Prescribed questionnaire was used to collect the data and analyzed in SPSS version-17. 
Descriptive statistics were calculated for age, gender, marital status, education, socioeconomic 
status and co-morbidity. 

RESULTS: Total 100 cases fulfilled the inclusion criteria. Their Mean +SD age was 32.7 +16.7 
years. Both genders were equally vulnerable, (50% each). Fifty three percent had moderate, 31% 
mild and 16% had severe depressive disorder. Hypertension was the most common (18%) in 
male patients & sinusitis was the most common (28%) in female patients with depression. Other 
co-morbidities included Diabetes Mellitus, Epilepsy, Migraine, HCV, Anemia, Chronic Kidney 
Disease (CKD), Urinary Tract Infection (UTI) & Menopausal syndrome (in women), Obesity, 
Asthma and Facial pain. 

CONCLUSION: Physical co-morbidities are prevalent among patients with depressive disorder. 
Presence of physical co-morbid may decreases the chances of treatment compliance, increases 
risk of treatment failure, relapse of depression, worse prognosis and elevated the treatment 
cost. Early detection and simultaneous management of these co-morbid with depression are 


suggested. 
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INTRODUCTION 


Depressive disorder is a common mental disorder that 
presents with depressed mood, loss of interest or 
pleasure, decreased energy, guilt feelings or low self- 
worth, disturbed sleep or appetite, and poor concen- 
tration’. It is the most common chronic condition en- 
countered in psychiatric & general medical practice, 
second only to cardiovascular disease”. Its prevalence 
in general population is documented as 2-9%°. World- 
wide an estimated 350 million people currently suffer 
from Depressive Disorder*”. Although population with- 
out depressive disorder may be suffering from many 
diseases which are unreported and undiagnosed or 
these may be accidently diagnosed as co-morbidities, 
yet it is a fact that depression is associated with in- 


creased physical morbidity and mortality’. 

According to a survey in USA, 68% of adults with 
mental disorders have medical conditions’. Depres- 
sion is a risk factor for a variety of physical illness and 
is often associated with physical co-morbidity. These 
may include co-existing physical, mental health, use of 
alcohol/ other drug (AOD), or somatic problems such 
as cardiovascular and cerebrovascular disease, dia- 
betes mellitus, irritable bowel syndrome and can- 
cers®°. Depression alone produces a level of disability 
equivalent to any other chronic disease and, when 
combined with other physical illness, this effect is mul- 
tiplied. The prevalence of multi-morbidity in the gen- 
eral population is estimated to be as much as 29%. 
This association gets worse with increasing age'”"’. 
Evaluation of physical co-morbid in patients with 
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depressive disorder is important because it usually 
increases burden of illness and disability, lead to or 
exacerbates the relapse, may potentially worsen the 
suicidal tendency & may also hamper the effective- 
ness of antidepressant (drug-drug interaction)'?. Emo- 
tional stress can precipitate severe, reversible left ven- 
tricular dysfunction in patients without coronary dis- 
ease'*.Thus the cost of treatment and consumption of 
health care resources are increased". Physical co- 
morbidity with depression is associated with 17%- 
46% increase in health costs’*"*. In our day to day 
practice many patients of depression are seen which 
are also having other physical co-morbidities. These 
co-morbidities are less discussed by the patients and 
thus are not taken care of or treated simultaneously. 
This leads to not only lengthening of psychiatric illness 
but also increases the morbidity, mortality and cost of 
care. Therefore this study aimed to investigate the 
issue and examine the frequency of physical co- 
morbidity among patients presenting with depressive 
disorders in Karachi & bring the magnitude of burden 
to the pool of evidence. There is no data available in 
local context which justifies the necessity of this study. 


METHODS 


This cross sectional study was conducted at Psychiat- 
ric consultation clinic of Jinnah Postgraduate Medical 
Center Karachi using interview-administered survey 
from November 2013 to March 2014. One hundred out 
of 431 patients of depressive disorder (clinically diag- 
nosed in OPD as per ICD-10 criteria) having age >18 
years, of either gender were included in the study. 
Patients having psychotic symptoms, personality dis- 
orders, dementia, with history of psychoactive sub- 
stance use, were excluded from the study. We strictly 
followed these criteria to control potential bias and 
confounders. 

The assessment included detailed history, physical 
examination, mental state examination supported with 
laboratory tests and consultation with physician in se- 
lected cases. Co-morbidity was defined as “the co- 
occurrence of mental and physical disorders in the 
same person, regardless of the chronological order in 
which they occurred or the causal pathway linking 
them.'° For diagnostic purpose, criteria of ICD-10 in- 
cluding all other chapters related to physical disorders 
in addition to Chapter-V related to mental and behav- 
ioral disorders were applied. Patients having history of 
recent weight gain/ obesity were excluded from the 
study. 

HAM-D score 8 to 17 labeled as mild, 18 to 24 moder- 
ate, while score of 25 and above was labeled as se- 
vere depression. 

A valid written consent was taken from all participants 
and ethical issues were addressed according to IRB 
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committee of JPMC, Karachi. A pre-tested question- 
naire was used to collect the data. Data entered in 
SPSS version-17 for analysis. The statistics were cal- 
culated for age, gender, marital status, education, so- 
cioeconomic status and co-morbidity and presented 
as mean +SD/proportion. 


RESULTS 


Table | shows the demographic statistics. Mean + SD 
age of all patients was 32.7 + 16.7 years. Both gen- 
ders were equally sampled. (50% each). A vast major- 
ity was married (79%). Eleven percent were either 
widowed or separated. Slightly less than one quarter 
(23%) of patients was preliterate while 70% were edu- 
cated up to middle or higher. Up to 59% patients had 
monthly family income of 10,001-30,000 PKR/ month. 
More than half of all patients 53% had moderate, 31% 
mild & 16% had severe Depression. (Table 1). 

Figure |, shows frequency of co-morbidity in male and 
female patients with Depression according to which 
hypertension was the most common (18%). On the 
other hand sinusitis was found to be the most 
common (28%) co-morbidity in female patients with 
Depression. 


TABLE I: DEMOGRAPHIC DATA OF PATIENTS 


WITH DEPRESSION (n=100) 
45.74 11.2 


Marital status (Percent %) 


Educational status (Percent %) Ld 


Socio-economic status (Percent %) fod 
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Depression is the most common of all psychiatric dis- 
orders. It is a major shareholder of the global burden 

of disease. It is prevalent all around the world and 
thus it affects us all directly or indirectly. A multicenter 
; survey found that as much as 5% of entire world 
population at least once had an episode of depression 

in the previous year*®. Although depression can be 
well treated with available efficacious and cost- 
effective treatment regimen; yet a larger proportion of 


FIGURE I: PHYSICAL CO-MORBIDITY IN MALE AND FEMALE WITH DEPRESSION (n=100) 
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depressed patients either do not get or leave the de- 
pression treatment partially completed. Reasons of 
this include the lack of resources, lack of trained pro- 
viders, and the social stigma associated with mental 
disorders. One important reason of hampering anti- 
depressant treatment is presence of co-morbid physi- 
cal illness° 2". 

The current study evaluated the presence of physical 
co-morbidities among patients presenting with depres- 
sion. For this purpose ICD-10 criteria was used. The 
study found that among depressed patients physical 
co-morbidity with chronic medical diseases is preva- 
lent. The study found that 56% depressed patients 
had one or other co-morbid physical disorder 
(especially related to ICD-10 code J=Respiratory= 
18%, G=Neurological=14% and |=Cardiovascular sys- 
tem=8%). These were diagnosable according to ICD- 
10 criteria. 

Findings of the current study are comparable with 
similar studies. One such study from Slovenia re- 
ported that prevalence of co-morbidity with depression 
was 40.7%. The study further reported that prevalence 
of hypertension was 26%'®. Although Hypertension in 
our study was 18%, yet it is the most common co 
morbid in both studies. The similar study noted that 
Diabetes mellitus was detected among 8.6%'° and the 
current study found it to be 8% in depressed patients. 
However; the gender distribution was different as the 
mentioned study had nearly two third females (62%). 
These findings are comparable with western studies 
where increased association has been found between 
depression and chronic respiratory diseases, '° hyper- 
tension” and peptic ulcer disease*". 

Apart from above mentioned; the occurrence of physi- 
cal co-morbidity with depression found in some stud- 
ies include, coronary heart disease, malignant dis- 
ease, chronic pulmonary disease, chronic bowel dis- 
ease & ulcers, gastritis, GERD, dysphagia etc. The 
current study found that hypertension, diabetes, HCV 
& migraine were more common among males while 
sinusitis, RTI, Sciatica, CKD, UTI & menopausal syn- 
drome were common among female patients having 
depression. According to a comparative study de- 
pressed patients were 1.20 times (for cardiovascular 
conditions) to 2.08 times (for trauma and iatrogenic 
conditions) more likely than the control (non- 
depressed) group to have a physical condition”. 

Selic P et al’? had reported that among patients hav- 
ing depression, 22.1% patients had lower than primary 
school education while only 9.4% has university and 


J Liaquat Uni Med Health Sci APRIL - JUNE 2016; Vol 15: No. 02 


higher education. Almost identical finding of this study 
highlights potential association between level of edu- 
cation and prevalence of depression 

In the current study proportion of married patients was 
slightly more than some of other international studies. 
This difference may be due to the regional difference. 
In western world separation or divorce had been more 
common than our eastern culture however; the trend 
of separation & divorce are also increasing rapidly in 
our society’’'*'””° This factor by itself may be the 
possible explanation of increasing prevalence of de- 
pression in our society. Frequency of co-morbidity with 
depression is affected by the age of patients. It in- 
creases with the increase age & severity of depres- 
sion®*'*"*"9. The mean age of patient in this study 
was 32.7 +16.7 years, younger & mildly depressed 
patients had lesser frequency of co-morbidity. 
Although current study has highlighted an important 
aspect, yet the results may not be generalized; as this 
study is from a single center with small sample. Fur- 
ther study at community level will be helpful for most 
appropriate representation. 


CONCLUSION 


Physical co-morbidities with depression may decrease 
the chances of treatment compliance, increase risk of 
treatment failure, relapse of depression, worse prog- 
nosis and elevated the treatment cost. Early detection 
and simultaneous management of any co-morbid with 
depression is suggested. 


RECOMMENDATIONS 


Patients having simultaneous depression & physical 
co-morbidity usually first present to primary health 
care provider which is a general practitioner in our 
setup*"'. These first contact care providers should be 
educated to assess such patients thoroughly for any 
chronic disorders whenever a patient present to them 
with symptoms of depression. The new version of ICD 
-11 should have some quotes from the dental section 
as with appropriate coding readily available. It is highly 
likely that these patients improve quickly if both (or all) 
morbidities are treated simultaneously”. 


Conflict of Interest: None. 


REFERENCES 

1. Qaseem A, Barry MJ, Kansagara D. Non- 
pharmacologic versus pharmacologic treatment of 
adult patients with major depressive disorder: a 
Clinical practice guideline from the American 


101 


M. Iqbal Afridi, Chooni Lal, Fatima Taufiq, Rozeena Dharwarwala, Jawed Akber Dars, S. Zafar Haider Zaidi 


10. 


11. 


12. 


13. 


College of Physicians. Ann Intern Med. 2016;164 
(5):350-9. 

Whooley MA, Simon GE. Managing depression in 
medical outpatients. N Engl J Med 2000;343 
(26):1942-50. 

Arnow BA, Hunkeler EM, Blasey CM, Lee J, Con- 
stantino MJ, Fireman B, et al. Comorbid depres- 
sion, chronic pain, and disability in primary care. 
Psychosom Med. 2006;68(2):262-8. 

Katon W, Ciechanowski P. Impact of major de- 
pression on chronic medical illness. J Psychosom 
Res 2002;53(4):859-63. 

Chang, CK, Hayes RD, Broadbent M, Fernandes 
AC, Lee W, Hotopf M, et al. All-cause mortality 
among people with serious mental illness (SMI), 
substance abuse disorders, and depressive disor- 
ders in southeast London: a cohort study. BMC 
Psychiatry. 2010;10:77. 

Nizami A, Abbas S, Aslam F. Relationship be- 
tween anxiety, depression, psychological wellbe- 
ing and quality of life in diabetic patients having 
haemodialysis. J Pak Psych Soc. 2005;2(2)80-4. 
Byers AL, Yaffe K, Covinsky KE, Friedman MB, 
Bruce ML. High occurrence of mood and anxiety 
disorders among older adults: The National Co- 
morbidity Survey Replication. Arch Gen Psychia- 
try. 2010 May;67(5):489-96. 

Findley P, Shen C. Multimorbidity and persistent 
depression among veterans with diabetes, heart 
disease, and hypertension. Health Soc Work. 
2011;36(2):109-19. 

Lam RW, Parikh SV, Ramasubbu R, Michalak EE, 
Tam EM, Axler A, et al. Effects of combined phar- 
macotherapy and psychotherapy for improving 
work functioning in major depressive disorder. Br 
J Psychiatry. 2013;203(5):358-65. 

Britt HC, Harrison CM, Miller GC, Knox SA. 
Prevalence and patterns of multimorbidity in Aus- 
tralia. Med J Aus 2008;189(2):72-77. 

Hodek JM, Ruhe AK, Greiner W. Relationship be- 
tween health-related quality of life and multi- 
morbidity.Gesundheitswesen. 2010;72(8-9):455- 
65. 

Frank E, Cassano GB, Rucci P, Thompson WK, K 
raemer HC, Fagiolini A, et al. Predictors and mod- 
erators of time to remission of major depression 
with interpersonal psychotherapy and SSRI phar- 
macotherapy. Psychol Med. 2011; 41(1):151-62. 
Wittstein IS. Stress cardiomyopathy: a syndrome 


J Liaquat Uni Med Health Sci APRIL - JUNE 2016; Vol 15: No. 02 


14. 


15. 


16. 


17. 


18. 


19. 


20. 


21. 


22. 


23. 


of catecholamine-mediated myocardial stunning? 
Cell MolNeurobiol. 2012;32(5):847-57. 
Salvador-Carulla L, Bendeck M, Fernandez A, 
Alberti C, Sabes-Figuera R, Molina C, et al. Costs 
of depression in Catalonia (Spain). J Affect Dis- 
ord. 2011 Jul;132(1-2):130-8. 

Riper H, Andersson G, Hunter SB, de Wit J, Berk- 
ing M, Cuijpers P. Treatment of comorbid alcohol 
use disorders and depression with cognitive- 
behavioural therapy and motivational interviewing: 
a meta-analysis. Addiction. 2014 Mar; 109(3):394- 
406. 

Valderas JM, Starfield B, Sibbald B, Salisbury C, 
Roland M. Defining Comorbidity: Implications for 
Understanding Health and Health Services. An- 
nals of Fam Med. 2009:7(4):357-63. 

Hultsj6 SM, Hjelm K. Organizing care for persons 
with psychotic disorders and risk of or existing 
diabetes mellitus type 2. J Psychiatr Ment Health 
Nurs. 2012 Dec;19(10):891-902. 

Selic P, Svab |, Rifel J, Pavlic DR, Cerne A, King 
M, et al. The pattern of physical comorbidity and 
the psychosocial determinants of depression: a 
prospective cohort study on a representative sam- 
ple of family practice attendees in Slovenia. Ment 
Health in Fam Med. 2011;8:147-55. 

de Miguel Diez J, Garcia RJ, Hernandez Barrera 
V, Rodriguez PR, Maestu LP, Garrido PC. Mental 
health among adults with asthma and chronic 
bronchitis. A population-based study in Spain. 
Respir Med. 2012 Jul;106(7):924-32. 

Kilbourne AM, Pirraglia PA, Lai Z, Bauer MS, 
Charns MP, Greenwald D, et al. Quality of general 
medical care among patients with serious mental 
illness: does colocation of services matter? Psy- 
chiatr Serv. 2011;62(8):922-8. 

Wen Z, Li X, Lu Q, Brunson J, Zhao M, Tan J, et 
al. Health related quality of life in patients with 
chronic gastritis and peptic ulcer and factors with 
impact: a longitudinal study.BMC Gastroenterol. 
2014;14:149. 

Lord O, Malone D, Mitchell AJ. Receipt of preven- 
tive medical care and medical screening for pa- 
tients with mental illness: a comparative analysis. 
Gen Hosp Psychiatry. 2010; 32(5):519-43. 

Fu AZ, Zhang Q, Davies MJ, Pentakota SR, Radi- 
can L, Seck T. Under utilization of statins in pa- 
tients with type 2 diabetes in US clinical practice: 
a retrospective cohort study. Curr Med Res 


102 


Physical Co-Morbidity according to ICD-10 Criteria 


U.S. diabetes care, 1999-2010. N. Engl. J. 


Opin. 2011;27(5):1035-40. 
24. Ali MK, Bullard KM,Saaddine JB, Cowie CC, Im- 
peratore G, Gregg EW. Achievement of goals in 


Med. 2013;368:1613-1624. 


OK 


AUTHOR AFFILIATION: 
Dr. M. Iqbal Afridi 
Professor 


Department of Psychiatry and Behavioral Sciences 
JPMC, Karachi, Sindh-Pakistan. 


Dr. Chooni Lal (Corresponding Author) 
Senior Registrar 

Department of Psychiatry and Behavioral Sciences 
JPMC, Karachi, Sindh-Pakistan. 
E-mail:drchoonilal@gmail.com 


Dr. Fatima Taufiq 
Department of Psychiatry and Behavioral Sciences 
JPMC, Karachi, Sindh-Pakistan. 


Rozeena Dharwarwala 
Clinical Psycholigest 
Karachi, Sindh-Pakistan. 


Dr. Jawed Akber Dars 

Senior Registrar 

Department of Psychiatry and Behavioral Sciences 
JPMC, Karachi, Sindh-Pakistan. 


Dr. S. Zafar Haider Zaidi 

Associate Professor 

Department of Psychiatry and Behavioral Sciences 
JPMC, Karachi, Sindh-Pakistan. 


J Liaquat Uni Med Health Sci APRIL - JUNE 2016; Vol 15: No. 02 


103 


